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Objective: The aim of this study was to establish consensus among clinicians in order to produce recommenda-
tions to optimise the diagnosis of physical illness in patients with mental illness who present in Emergency
Departments (EDs).
Method: A list of recommendations was derived from qualitative interviews conducted with 39 doctors and
nurses working in EDs in four general hospitals in England. Using a modiﬁed nominal group technique, we
then asked a selected group of 15 doctors and nurses to take part in a group discussion with two voting rounds
in order to decide which recommendations are most beneﬁcial and feasible.
Results: Five recommendations met the a priori criteria to be considered ‘strongly supported’. These included:
having a psychiatric liaison team staff available 24 hours a day in the vicinity of the ED; developing detailed
guidelines regarding intoxicated patients and regarding parallel assessment of patients by both ED and psychiat-
ric staff; and having regular meetings between representatives of both departments.
Conclusion: In addition to suggesting speciﬁc recommendations, the study stresses the advantages in increasing
the accessibility of psychiatric staff in the ED but also identiﬁes challenges regarding joint work and division of
responsibilities between them and the ED acute team.© 2015 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).Introduction
A growing number of studies in recent years have reported dispar-
ities in diagnosis and treatment of physical illnesswhen comparingpeo-
ple with mental illness to the general population [1]. Inadequate or less
thorough procedureswhen the patients hadmental illness were report-
ed in hospitalisation and pathology tests for diabetes [2,3], in coronary
re-vascularisation procedures and in basic health assessments such as
blood pressure monitoring [4–6] as well as in screening for cancer [7].
It has been suggested [8,9] that such disparities and their resulting de-
layed or wrong diagnosis might have contributed to the considerable
shorter life expectancy and quicker deterioration of physical illnesses
among people with mental illness compared to the general population
[10–13].
One form of disparity in diagnosis towards people with mental ill-
ness is “diagnostic overshadowing” or the mis-attribution of physical
symptoms tomental illness. There is evidence of a similar phenomenon
suffered by people with learning disabilities [14–16], or by old peopleridge CB4 3TB, UK. Tel.: +44
. This is an open access article under[17,18]. There is also evidence of an opposite phenomenon whereby
non-recognition of some types of mental illnesses is higher for people
with physical complaints or pain [19] or for old people with medically
unexplained physical symptoms [20]. There is some evidence of diag-
nostic overshadowing provided by users of mental health services
[21–23]. However, until recently little research was conducted in
order to investigate the context in which diagnostic overshadowing of
people with mental illness occurs and the mechanisms leading to it. In
addition,while various studies evaluated the effectiveness of psychiatric
liaison services [24], very few investigated their role in reducing diag-
nostic overshadowing.
One of the ﬁrst such studies [25] analysed interviews with
clinicians in one London general hospital, and found that diagnostic
overshadowingwas commonly acknowledged as a signiﬁcant phenom-
enon and identiﬁed eight barriers to diagnosis for people with mental
illness presenting with a physical health problem in their setting.
These belonged to three broad categories: problems in eliciting a histo-
ry, problems in the ED setting, and problems related to labelling and
stigma [25].
In order to gain a wider perspective and more generalisable data re-
garding diagnostic overshadowing, we conducted a larger scale study
using qualitative interviews with doctors and nurses in the EDs, and
also with psychiatric liaison teams, in four general hospitals in Londonthe CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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views, which we refer to as study-1.
Study-1 found that more than three quarters of the interviewees re-
ported one ormore incidents inwhich psychiatric disorder led tomisdi-
agnosis, or delayed examination or treatment with a varied degree of
seriousness and with a range of consequences. The two most severe
cases reported in this context involved the death of patients who re-
fused to be examined and staff failed to conduct any assessment of
their mental capacity to refuse treatment. There were also ﬁve cases in
which delayed diagnosis led to irreversible, long-term damage to the
patients' health. There were reports of more frequent ‘near misses’, a
total of eleven speciﬁc cases. A typical ‘near miss’ happened when the
ED staff ‘medically cleared’ a patient and referred him to the psychiatric
liaison staff for mental health assessment, whereupon the latter group
insisted upon further physical examinations during which an organic
problem was diagnosed. In other eight cases reported by interviewees
no lasting damage was caused by the delayed diagnosis but the patient
suffered considerable discomfort, such as having to go back and forth
between the psychiatric ward and ED, sometimes more than once
[26]. The study also found that the direct or immediate challenges for
correct diagnosis are complex presentations, for example presentations
that may look like episodes of mental illness because the patient is
confused, disorientated or depressed, whereas in fact they are a result
of organic cause; medically unexplained symptoms (MUS); and non-
cooperation or challenging behaviour by patients. The main indirect or
contextual factors were time pressures — in particular the four-hour
discharge (from ED) targets, and stigmatising views held by some staff
members [26].
Based on the analysis of the data collected in study-1, we derived a
list of recommendations aimed at reducing diagnostic overshadowing
and addressing other challenges involved in the diagnostic process of
people with mental illness presenting in EDs. We then used a modiﬁed
nominal group technique in order to maximise consensus among clini-
cians regarding themost feasible and beneﬁcial recommendations from
this list. The aim of this paper is to report and discuss the results of these
two voting rounds of the modiﬁed nominal group technique. We ex-
plain the potential of each recommendation to optimise the diagnostic
process, and analyse the reasons for variation in the level of support
for each recommendation among the clinicians.
Materials and methods
The modiﬁed nominal group technique
Wehave used themodiﬁed nominal group technique, also known as
the RAND Appropriateness Method (RAM). The RAM is one of several
group consensus methods developed in recent decades to reach an
agreement among experts on guidelines in clinical practice [27–29].
RAM integrates elements from the Delphi method and the Nominal
Group Technique and consists of two stages. First, a panel of experts
are asked to vote on a list of suggestions via mailed questionnaires.
They are then invited to a meeting in which the results of the question-
naire are fed back to them and, after discussing their views, each expert
is again asked to vote on the same list [27]. We asked our panel to vote
on recommendations derived from an analysis of the qualitative inter-
views conducted as part of study-1.
Qualitative interviews (study 1)
The original group of interviewees was composed of doctors and
nursesworking in EDs and psychiatric liaison teams in four general hos-
pitals in South London [26]. In order to collect data from a diverse group
of staff that will enable us to depict a rich picture of views about diag-
nostic overshadowing in all the hospitals, we sought a purposive sample
of participants from each ED and ten from each of the psychiatric liaison
teams. We aimed to include all levels of experience and seniority andboth nurses and doctors in each team at each site and also diversity
in terms of age, gender and ethnicity. In all, we have reached data satu-
ration after interviewing 21 nurses and 18 doctors at various levels of
experience and seniority. Interviews took place between October 2012
to October 2013, and each lasted about an hour. In addition to being
asked about the scope and nature of diagnostic overshadowing [26],
all participants were invited to suggest recommendations to optimise
the diagnosis of people with mental illness who present with physical
problems.
Deriving the recommendations
The interviews were fully transcribed verbatim. Thematic analysis
was used to analyse the data. The transcriptions were coded by one re-
searcher using NVivo software. The analysis was thematic and the fol-
lowing sub stages: (1) familiarization with the data and immersing in
the data, including reading transcripts and notes and listening to the
audio dialogue in order to extract main themes and ideas; (2) thematic
framework development, identifying the key issues and concepts
present in the data and creating a coding tree which is the organisation
of set of headings in which people's views, experiences and behaviours
can be organised in [26,30]. The coding tree was conducted both induc-
tively, based on the data and deductively based on the research ques-
tions (3) indexing the data — sorting all the parts of the data that are
about the same thing and belong together. The analysis identiﬁed
13 recommendations.
The voting panel
We approached 20 out of the 39 clinicians who were interviewed
and invited them to take part in the consensus group consultation.
The criteria for selecting this subsample were based on our intention
to create a purposive sample of 15 participants, which is the recom-
mended maximum number of RAM participants [28,29]. We aimed to
recruit a group of clinicians from all the hospitals, whereby all profes-
sional groups are represented aswell as a range of seniority.We also in-
cluded in this sample all staff who, according to the interviews, had
some impact on policy decision-making or implementation in their
department.
Scoring
We asked the participants to give each recommendation a score
with regard to two categories: how beneﬁcial it would be in optimising
the diagnostic process, and how feasible it would be to implement. Both
categories had a Likert scoring scale of 1–9, and in each case 1 represent-
ed ‘not at all’ (i.e. not at all beneﬁcial or not at all feasible) and 9 ‘highly’
(i.e. highly beneﬁcial or highly feasible). One recommendation, to allow
ED staff access to computerised records of patients' mental health histo-
ry, had a different scoring. For this recommendation, 6 different and
speciﬁc categories of access were deﬁned, whereby 6 was ‘full access’
and 0 ‘no access’ (see Table 2 below). Regarding another question,
about a one-hour training session, we did not ask about feasibility. In-
stead, the aim of this question was to rank the priorities of one-hour
training sessions to be taught as part of the routine one-hour doctors'
training sessions taking place several times a week in most EDs.
Criteria for recommendation
Following our criteria for the level of support, recommendations
were set a priori at four levels, turning into three levels after the second
round of voting (when levels 3 and 4 were merged into one category of
‘Rejected’):
A. ‘Strongly supported recommendation’ — In order to gain ‘strongly
supported’ status, a recommendation had to gain at least a median
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[31]. Consensuswas deﬁned as the percentage of people with scores
at +1 or−1 of the median or, in the case of a median of 9, scores
which are between 7 and 9. For a recommendation to be considered
‘strongly supported’, it also had to have median score of at least 7
and consensus of 70% for feasibility. Lower levels of support did
not require a certain score for feasibility.
B. ‘Fair support recommendation’ — In order to receive ‘fair support’
status, a recommendation required it to gain a median rating of at
least 7 and a consensus of 70% with regard to how beneﬁcial it is.
C. ‘Borderline support’ status was assigned to recommendations with
median and consensus which were close to ‘Fair support’.
D. Potential rejection was assigned to recommendations with low me-
dian or consensus scores or both.
Voting
We conducted two rounds of voting. We ﬁrst sent the list of recom-
mendations to the votingpanel and asked them to vote by email on each
recommendation. After we had analysed the results, the participants
were invited to a two-hour meeting in order to discuss the ﬁndings
and vote on all the recommendations other than those which had re-
ceived ‘strong support’ status already in the ﬁrst round.
At the beginning of themeeting, we presented a summary of the re-
sults of the ﬁrst round of voting; an overview of the research evidence
regarding some of themeasureswhichwere recommended; and the re-
sults of our qualitative interviews. This was followed by a discussion of
each of the recommendations on which the participants were about to
vote again.
Participants voted at the end of themeeting, using an electronic vot-
ing system. The scoring scale (0–9) was the same as in the ﬁrst round.
Anonymous data on participant characteristics were also collected elec-
tronically, using the same system. The scores were analysed using Excel
software. Medians and consensus levels were calculated for the ratings
of each recommendation.
Following the nominal group meeting we approached all NGOs
working with people with mental illness and learning disabilities in
the UK that we have known in order to elicit feedback including any
concerns or considerations to be addressed about each of the recom-
mendation from the service user's perspective. Six representatives
from these NGOs agreed to participate and a meeting was organised
to discuss their feedback of the recommendation. We report the feed-
back from this meeting with regard to those recommendations on
which comments were made.
Results
The voting panel
Fifteen of the twenty professionals we approached agreed to take part in the two
rounds of voting. One participant had to leave in the middle of the discussion but later
sent the scores for the second round. Seven of the participants were nurses and eight
were doctors. Six of the participants were female and nine were male. Six were ED staff
members and ninewere members of a psychiatric liaison team. A third of the participants
had 19 years of experience or more since their basic training qualiﬁcation; another third
had more than 10 years' experience; and the rest had between 1 and 9 years' experience
since their basic training. There were at least two representatives from each of the four
general hospitals taking part in the study. Eight of the participants were white British,
two Asian British, three black Caribbean, one Asian other and one other.
The recommendations scores
Someof the recommendations that received strong supportwere about the role of the
psychiatric liaison team as a ‘safety net’ for misdiagnosis of physical symptoms. These rec-
ommendations reﬂect the view that by being in the Emergency Department and treating
patients who were referred to them as patients with primarily mental health problems,
the psychiatric liaison staff are able to require the ED staff to conduct furthermedical clear-
ance if they suspect that the problem is not entirely mental health related [26].
As can be seen from Table 1, the recommendation considered themost beneﬁcial was
having psychiatric liaison team staff available 24 hours a day for seven days a week. It wasalso considered highly beneﬁcial to have the psychiatric department in the vicinity of the
ED so their accessibility is immediate.
In study 1, several interviewees from both psychiatric liaison teams and EDs had point-
ed to the advantage of having in the psychiatric liaison team psychiatric nurses with a gen-
eral nurse qualiﬁcation as they may be more assertive and more accurate and speciﬁc in
their request for further examination. However, a recommendation to prioritise nurses
with general nurse training as members of the psychiatric liaison team (recommendation
11) received low scores for potential beneﬁt and very low scores in terms of feasibility.
The three other strongly supported recommendations had to do with improving the
joint work of the psychiatric liaison team and the ED. In addition to disagreements
about the need for further medical investigations, two other sources of constant negotia-
tion between the departments concerned parallel assessment and the assessment of peo-
ple who were intoxicated or who had taken an overdose.
Therewas a strong support for thedevelopment of detailed guidelines to regulate pro-
cedures in this respect (parallel assessment by ED and Psychiatric staff of patients who
present with presentations that appear related tomental illness and intoxicated patients).
Strong support was also given to a recommendation to have regular meetings between
representatives of both departments to discuss not only speciﬁc cases but also general pro-
cedures and the management of issues relevant to both departments.
Of the recommendations that received only ‘Fair Support’, the two recommendations
considered the most beneﬁcial in the ﬁrst round concerned training the ED staff. One was
about the requirement for amandatory one-day introduction tomental health for new ED
staff (for nurses and doctors, recommendation 6); the other was that new ED staff mem-
berswould be required to shadow a psychiatric liaison teammember as part of their train-
ing (recommendation 7). Some staff members explained during the discussion of these
recommendations that, given the limited training time and all the other competing emer-
gencymedicine topics, it is unlikely that a one-day introduction tomental healthwould be
made mandatory. For the same reason, many respondents believed it was unrealistic to
expect that large numbers of staff members would be given a whole day to shadow the
work of the psychiatric liaison team; it was suggested that it wasmore realistic to encour-
age ED staff to ‘follow’ two or three patients who had been examined ﬁrst in the ED during
their mental health assessment.
Asmost EDs haveweekly one-hour training sessions for junior doctors, we asked staff
to recommend out of a list of six topics whatwould be themost beneﬁcial training session
to help optimise the diagnostic process. The training session which received the highest
score (with a median of 9 and a consensus of 85%) was that on the relevant legislation
in England, i.e. the Mental Health Act and the Mental Capacity Act.
The subject of recommendation 8—pre-triage streaming—was part of current practice
in two of the four hospitals involved in this study. Themain aim of this practice was to in-
crease the efﬁciency of the triage procedures. However, it was suggested that this might
also help to identify and prioritise patientswith physical symptomswhomight require ur-
gent treatment but leave the Emergency Department without treatment on account of
anxiety or lack of patience. This procedure was in practice during the day when the Emer-
gency Department was most busy, however most of the presentations of people with
mental illness took place in the evening. Most people thought that introducing a
24 hour pre-triage streaming would be unfeasible and therefore the contribution of this
recommendation to preventing ‘absconding’ of people in high risk may be limited.
Another recommendation, whichwas awarded a ‘fair support’ status, was the use of a
written pathway to help the diagnostic process of people whose presentation might con-
sist of symptoms or behaviour caused by mental illness. We presented the panel with a
speciﬁc written pathway which was developed at one of the hospitals speciﬁcally to im-
prove the diagnostic process of peoplewithmental illness. It did not secure a high consen-
sus around its feasibility, in part perhaps because participants from this hospital reported
that it was not used consistently bymost staff. Some of the NGO representatives were also
critical about this document because of what they saw as too much focus on risk of vio-
lence by the patients. Itwas suggested however, that a shorter version of thewritten path-
way 1–2 A4 page would be more useful.
As noted, in addition to all the above recommendations, we also asked staff to vote, in
the ﬁrst round only, on the level of access that ED staff should have to the mental health
trust's electronic records of patients attending the ED. Currently, only psychiatric liaison
team members have access to these records. The results of this voting are presented in
Table 2.
It can be seen that 13 out of the 14 panel members, including most of the psychiatric
liaison team members were in support of at least level 3 access to the Electronic Patient
Record (access to core data plus psychotropic medication plus letters to other secondary
care for medical problems). It is worth noting that in themeeting conductedwith the rep-
resentatives from NGOs working with people with mental illness, in which we discussed
the recommendations, no representative objected to permitting ED staff to have access
to these records.
Discussion and conclusion
Thismodiﬁed nominal group technique study reinforces the central-
ity of the psychiatric liaison team in themodern ED and the importance
inmaximising its availability, but also the need for processes of synchro-
nisation in order for this team and the ED staff to work in full harmony.
Two areas which require special consideration in this regard are how to
involve the psychiatric liaison teamas early as possible in relevant cases
Table 1
Results of voting on recommendations (N = 15)
Recommendation How beneﬁcial 1st
round of voting
How beneﬁcial 2nd
round of voting
How feasible
1st round
How feasible
2nd round
Median Consensus Median Consensus Median Consensus Median Consensus
Strongly supported (Criteria: for ‘how beneﬁcial’ — median at least 8
and consensus at least 80%+ at least median 7 and 70% for ‘feasibility’)
1. 24/7 availability of psychiatric liaison staff 9 100% Not required, strong
support in the 1st round
9 85% Not required, strong
support in the 1st round
2. The psychiatric liaison team ofﬁce will be located in the vicinity of
the ED
9 87% Not required, highly
beneﬁcial in the 1st round
7 62% 8 71%
3. Detailed guidelines will be agreed about parallel assessment 9 93% Not required, strong
support in the 1st round
9 71% Not required, strong
support in the 1st round
4. Detailed guidelines will be agreed about assessment of intoxicated
patients and patients with overdose
9 100% Not required, strong
support in the 1st round
9 83% Not required, strong
support in the 1st round
5. Regular meetings of representatives from both departments 9 93% Not required, highly
beneﬁcial in the 1st round
8 36% 8 73%
Fair support (at least median 7 and 70% for ‘how beneﬁcial’, no
requirement for a minimum score on feasibility)
6. All new staff in the ED will be required to attend a one-day
introduction to MH
9 87% Not required, highly
beneﬁcial in the 1st round
7 36% 7 60%
7. New ED staff members will be required to shadow a psychiatric liaison
team member as part of their training
9 73% 8 93% 7 46% 7 60%
8. Pre-triage streaming 8 67% 8 73% 6 50% 7 80%
9. Using a written pathway in any case in which the presentation may be
related to mental illness
7 50% 8 80% 6 62% 7 60%
10. Psychiatric nurses who do not have a general nurse training will be
required to attend general nurses training courses, such as advanced
assessment skills
8 80% Not required, highly
beneﬁcial in the 1st round
5 36% 5 40%
Rejection
11. In recruiting psychiatric nurses there will be priority for candidates
with general nurse training
6 47% 7 33% 5 71% 2 93%
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dealing with intoxicated patients.
While the close work of the two departments, side by side, raises
some tensions and creates disagreements, there was no suggestion to
move towards a stronger division of labour between the departments.
On the contrary, the recommendations not only stressed the need to
work even closer together but also to maximise the information avail-
able to both departments, by considerably increasing the accessibility
of historical mental health records of patients to ED staff. Even without
adopting a lengthy structured pathway, EDs can beneﬁt from agreeing
on some kind of structured decision making process. The principles of
this should be to (1) maintain the utmost responsibility for identifying
physical illness within the hands of the ED staff; (2) make them con-
stantly aware of presentations that appear like mental illness may
have an organic cause; and (3) involve the psychiatric liaison staff as
early as possible when needed, for assistance with management withinTable 2
Recommended level of access to records of patients' mental illness history by ED staff
(N = 14)
The scoring system for this recommendation Voting results
0 = no access 1 participant supported
no access at all
1 = core data only i.e. what service they are with,
address, carer details etc.
0 participants supported
level 1 access
2 = core plus psychotropic medication 0 participants supported
level 2 access
3 = core plus psychotropic medication plus letters to
other secondary care for medical problems
2 participants supported
level 3 access
4 = 3 plus basic psych eg diagnosis + risk history 6 participants supported
level 4 access
5 = 3 plus partial psych ie diagnosis, risk history and
active parts of record
1 participant supported
level 5
6 = full EPR access 4 participants supported
Level 6 accessthe ED and to prepare for transfer to mental health services where
appropriate.
Clinical implications
Thenext step is to implement the recommendations and conduct re-
search to evaluate their impact. It is worth considering however that
some of the recommendations that were considered highly beneﬁcial
did not achieve the ‘strong support’ status, such as speciﬁc training,
largely because staff thought they may not be feasible given limited re-
sources and other, non-mental health related priorities. Most of the rec-
ommendations will require some allocation of resources in hospitals in
which they are not yet in practice. However, it is important to stress that
the impact of these recommendations is not just about improving the
‘ED experience’ of people with mental illness, but can actually reduce
the frequency of misdiagnosis or delayed treatment of people with
mental illness who present with physical symptoms, sometimes with
very serious consequences, including death [26]. Furthermore, most of
these recommendations have the potential to considerably improve
practice towards people with mental illness who present in ED without
physical symptoms. Given that in manyWestern countries the presen-
tation of almost 4 out of every 100 ED patients is related to mental dis-
orders [32,33] and that it is the ﬁfth most common presentation among
patients age 15–44 [33], there is a strong case for prioritising measures
to optimise the diagnostic process of people with mental illness.
A more challenging task would be to broaden the basic training
for both psychiatric and ED nurses and doctors, to enable them to
identify diagnostic possibilities in complex presentations and better
communicate it to other staff. This goes against the current trend of
increasing specialisation and differentiation in basic nurse training.
However, training speciﬁc to the ED context may provide an effective
supplement to basic training. For example, one study found that atti-
tudes of doctors and nurses towards treating people who present in
the ED after self harm were more positive if they had received
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among a sample in Belgium [35] and is consistent with several eval-
uations of training [36–40].
Limitations and strengths
The study was conducted with nurses and doctors from four hos-
pitals in one city. As such its results may have limited application or
at least may require some modiﬁcations in order to become applica-
ble to other health systems and other countries. It may also be limit-
ed because it is focused on four big urban hospitals, where the
psychiatric liaison team staff were all employees of the same mental
health provider organisation, and where relationships between the
two teams overall were considered to be very good [26]. The ﬁndings
and recommendations may be less applicable to small hospitals or to
hospitals where work culture is very different. For example in hospi-
tals with very small intake of patients with mental health related
presentations, having an onsite psychiatric liaison team 24 hours a
day may not be justiﬁed.
Almost all the recommendations, including those regarding training,
butwith the exception of access to the Electronic Patient Record system,
were in practice or had been tried before at least in one hospitals by
some staff. Many of these practices were discussed in the nominal
group meeting so participants who did not practice them learned
about them and could discuss their potential advantages and limita-
tions. This gives further strength for the recommendations which are
not a speculative suggestion as towhatmight be donebutmore of a rep-
resentation of best practice.
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